Patients with hip fractures weren't traditionally viewed as the glamorous end of trauma surgery. They often waited several days for surgery, which was often cancelled in favour of other more interesting cases, or were operated on late at night by junior teams. 5 Older, frailer patients are harmed by avoidable prolonged bed rest and admission to hospital. Delays to surgical fixation can worsen outcomes and pain control and prevent prompt mobilisation. The Department of Health got involved, with a national falls and fractures programme, 5 and it created a national tariff for best practice, where hospitals would be fully reimbursed for each case of hip fracture only if they met the following audit standards: (a) admission under consultant led joint orthopaedic-geriatric care; (b) multidisciplinary assessment protocol on admission; (c) surgery within 36 hours; (d) geriatrician review within 72 hours; (e) geriatrician-led multiprofessional rehabilitation; and (f) assessment for falls and bone protection. Process improvements include faster admission, more prompt pain relief and fluids, more daytime surgery by senior teams, and shorter stays Clinically driven and owned standards, government backing, transparent national reporting of data (who wants to be an outlier?), financial incentives for quality, and regular regional and national meetings for peer support and learning meant that more hospitals adopted specialist, interprofessional "orthogeriatric" models of care.
Patients have benefited. Process improvements include faster admission, more prompt pain relief and fluids, more daytime surgery by senior teams, and shorter stays.
3 Many individual units have reported major improvements.
9 10 From 2007 to 2011 the 30 day hip fracture mortality in audited hospitals fell by 28%.
11 Time series analysis of 33 000 patients in 11 hospitals over 10 years showed reductions in 30 day mortality (down 27%) and one year mortality (down 19%) associated with the introduction of orthogeriatrics models. 12 This successful approach developed by the NHS has been adapted and adopted in several countries. If it can work for people with broken hips, what's stopping us doing it for many other conditions? 
